Fatty lesions in the head and neck region are uncommon but can present in any subsite, including rarely the larynx. Most commonly, the fatty lesion is a benign lipoma and an incidental finding as in this case. However, the lesion must be differentiated from other fatty lesions such as liposarcoma, lipoblastoma, and hibernoma. Accurate diagnosis on imaging can prevent unnecessary biopsy and more importantly worry for the patient. We report a case of an incidental lipoma within the vocal folds of the larynx.
INTRODUCTION
Lipomas of the head and neck are uncommon, and can present in any subsite. Laryngeal lipomas are extremely rare and most often an incidental finding. e purpose of the article is to review the characteristic findings for the diagnosis of laryngeal lipoma on imaging, as well as other differential diagnoses. Accurate diagnosis on imaging can prevent additional invasive tests such as biopsy, and unnecessary worry for the patient.
CASE REPORT
A 51-year-old male presented to the emergency room after bronchoscopy for biopsy of a lymph node with a single episode of hemoptysis and sore throat. Computed tomography (CT) of the neck demonstrated a fat-attenuating lesion (approximately -95 Hounsfield units) measuring approximately 10 mm×9 mm within the larynx, deep to the mucosal layer of the left vocal folds, resulting in some medial deviation of the cords [ Figure 1 ]. Otherwise, CT examination was normal, and no cause for hemoptysis was found on imaging. e hemoptysis was transient and thought to be post-procedural. Since there were no additional episodes of hemoptysis and vitals were stable, the patient was discharged from the emergency room without further complication. e laryngeal lipoma was presumed to be a completely incidental finding with no further work-up necessary.
DISCUSSION
e overall imaging and clinical findings are compatible with an incidental lipoma of the left vocal folds. Lipomas are the most common benign mesenchymal tumors, presenting at any age, but predominantly during the 4 th -6 th decades of life due to gradually increasing size. [1, 2] Even though lipomas in the head and neck region are uncommon (<15% of all lipomas), they can manifest in any subsite, including the tonsils, tongue, parotid gland, palate, and larynx. [1, 3] Laryngeal lipomas, which represent only 1% of all lipomas, are classified into extrinsic and intrinsic tumors. [4] Extrinsic lesions are located in the posterior aspect of the larynx, pyriform sinus, and lingual surface of the epiglottis, while intrinsic tumors are located in the false vocal cord, laryngeal surface, aryepiglottic folds, and subglottic larynx. [5] Laryngeal lipomas may often be an incidental finding as in this case but can also be hard to diagnose due to the symptoms being non-specific. [1] Dyspnea, sleep apnea/snoring, paroxysmal coughing, dysphagia, and airway obstruction are among the clinical manifestations of this entity. [2, 6] Imaging provides a key role in diagnosis. On CT, lipomas appear as homogeneous lesions that are low in attenuation, mirroring that of adjacent subcutaneous fat. Magnetic resonance imaging is preferred due to more accurate soft tissue delineation, allowing for better visualization of a pedicle if present, and its anatomical relationship with surrounding structures. [7] Adipose tissue is visualized as bright on T1-weighted imaging (T1WI) and will suppress on fat-saturated sequences. [2] Surgical approach for laryngeal lipoma depends on size, with endoscopic approach favored in small tumors, and external surgical approach preferred in tumors >2 cm in maximum diameter. [7] Rapid recovery of laryngeal/pharyngeal function with few immediate or late complications is expected following the excision of the tumor. A recurrence of lipoma is rare and may be due to one of two reasons; the lesion is a well-differentiated liposarcoma and not a classic lipoma or due to incomplete resection of the lesion. [1] ere are four main differential diagnoses when evaluating fatty lesions of the larynx: Lipoma, liposarcoma, lipoblastoma, and hibernoma. Differentiating liposarcomas and lipomas on imaging can be challenging due to subtle findings that may favor a liposarcoma. [6] Hemorrhage and necrosis are suggestive of liposarcoma, while complete fat suppression, lack of septations, and no enhancement favor the diagnosis of lipoma. [6, 7] Angiography might aid in differentiation due to hypervascularity in liposarcomas. [7] Definitive diagnosis is based on histopathology. Adipocytes of varying sizes as well as macrophages are suggestive of benign lipomas, while lack of macrophages and variation of adipocytes suggest liposarcoma over lipoma. [6] A lipoblastoma is a rare, benign tumor that arises from embryonic white fat but can look like liposarcoma on imaging; the lesion typically presents in infancy and early childhood, and most often occurs in the trunk and extremities.
A hibernoma is a lipomatous lesion seen in middle-aged patients, consisting of brown fat. On T1WI, a hibernoma is hypointense in comparison to subcutaneous adipose tissue and does not suppress on fat-saturated sequences. [8, 9] On CT, hibernomas are well-circumscribed lesions with attenuation between skeletal muscle and fat. [9] Significant difference between these lesions is observed on positron emission tomography/CT imaging due to brown fat's intense glucose metabolism and, therefore, avid fluorodeoxyglucose uptake. Under the microscope, hibernoma is described as multivacuolated fat cells of lobular pattern with prominent vascular supply. [8] 
CONCLUSION
Our case highlights the point that laryngeal lipomas may be an incidental finding on imaging performed for other reasons; the lesion in our case did not require further followup. Even though the lipoma is the most common fatty lesion within the head and neck, one must also consider liposarcoma, lipoblastoma, and hibernoma.
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